Based on the principles of primary health care as outlined by WHO / UNICEF at the Alma Ata conference, in the Soviet Union in 1978, many developing countries including India, have been formulating organizing and experimenting with primary health care (PHC) programmes both in the public and private voluntary sectors. So far in India, the Government's centralized health care services using modern medicine and PHC approaches have been faced with many administrative and bureaucratic weaknesses in implementation and have been unable to meet the health needs of the rural populations, in terms of accessibility, affordability availability, acceptability and effective utilization.
Some of the shortcomings are discussed.
Many voluntary organizations in India prefer the development of new alternative, indigenous designs of community -based health care through developing strategies based on principles of self -reliance, participation, felt -needs and priorities and indigenous technology. Any health care system to be really meaningful and effective must be environmentally, socially, culturally and politically closer to the masses of people.
In this context, the Indian indigenous system of medicine is seen to offer a useful and complementary role in the preventive and curative aspects of PHC programmes.
With the above objectives in mind, the investigators undertook a brief survey of a " Since the determinant of health and illness is founded in the human environment in its physical, socio -economic, demographic ecological and political process of development, the paper examines broad characteristics of the study area. It also presents some perspectives on social poverty and underdevelopment, poor accessibility, insufficient and inefficient infrastructure facilities of the study area and the process of marginalization of peripheral rural / tribal village communities. Incomplete assessment of geographic / resource capabilities in terms of land use, water, forest and medicinal plant and other bionic resources of the area, and socio -economic, demographic, epidemiological and infrastructural needs of the villages can pose severe difficulties, and ambiguities in the formulation of plants, programmes and their implementation.
So far the initial preparatory phase includes a situational analysis survey consisting of a spot survey using sounding techniques and a comprehensive base line survey which is highly complex and time consuming. The guidance of geographers, biologists, botanists and anthropologists is sought.
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The following part deals with the structure, organization and functional aspects of RHC and the College. It describes functional linkages from RHC to project villages and some of the processes at work particularly in relation to the introduction of participatory health research methods and related responses from village communities. The project's success depends on the special training and education of not just the villagers, but the staff themselves, in participation research techniques at individual and community levels which is a new experimental / action -oriented research model. Community organizers from RHC and community health workers being trained for this purpose form the backbone of the programme. Their roles are examined.
The final section presents a discussion of the scope and advantages of this project as well as many of the gaps and constraints to be overcome in experimentation. The strength of the project lies in factors such as creating a working process from within the system, giving wide scope for utilization of indigenous resources and medical technology, facilitating everyone to participate in planning and decisionmaking, working with people as equals, modest capital investment, low cost effectiveness, simplicity, wide scope to assess felt -needs and then devise suitable approaches to satisfy them creating a process of critical awareness, education and action, trust, hope, confidence and enhanced collective understanding of people's own social, economic and political realities.
Many constraints are seen or anticipated in the work process. Some of these are related to: the difficult task of developing communication skills and interaction between the urban -educated Project organizers and their rural counterparts; the extent of community responses, willingness, long -term commitment dedication, social will; humility and hard work involved. Training, time, place, content, expectations, responsibilities, meeting schedules, attendance are all to be sorted out and managed efficiently in the process. It is not an easy task.
Final discussion centers on the sustainability and time limit to the project approach to rural development in terms of the financial resources, incentives and commitment, the time limit for different types of activities, the potential for income generating activities, self-reliance, paternalism and dependency.
Though the project has identified its philosophy, role, and goals of development, it is still faced with many ambiguities and inconsistencies, incomplete information and strategies in the initial phase of implementation. Several difficulties will be encountered in trying to achieve multiple objectives, especially those related to: (1) incomplete geographic information of the area, (2) the task of raising people's critical consciousness, awareness, co-operation and participation, as well as the community workers role, functions, and performance in relation to institution building at RHC and local capacity building and (3) restructuring of Village communities present unfavourable socio -economic order. Many bureaucratic, medical, professional and technical bases have to be overcome with regard to recognizing the scope of indigenous medical systems as playing a complementary role in PHCs programmes.
